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Abstract
Background: Chronic Obstructive Pulmonary Disease
(COPD) and Chronic Heart Failure (CHF) place a significant
burden on individuals and health care systems. Self-
management has been shown to be effective in reducing
the symptoms of these conditions and improving quality
of life. Resilient behavior has been suggested as under-
pinning the ability to self-manage well. This review sought
to assess the effectiveness of interventions designed to
increase resilience in people with COPD and/or CHF.
Method: This literature review used MEDLINE, EMBASE,
CINAHL, PsychArticles and PsychINFO databases to
identify published studies. References listed were also
appraised. Articles were eligible for inclusion if they met
pre-set criteria. No studies were found so the secondary
objective of a narrative review was implemented.
Results: Four studies were included in the narrative
review. Three themes emerged; interventions that may
increase resilience and self-management, resilience as a
predictor of effective self-care and self-management in
patients living with long term conditions including COPD
and the role resilience plays in relation to the physical and
psychological impact of living with CHF.
Conclusion: There are few published studies on resilience
and COPD or CHF. This review suggests the evidence base
for resilience enhancing interventions is limited as
published studies lacked methodological quality for level II
evidence. From this narrative review a link between
psychological distress, resilience and the likelihood of
positive engagement with self-management in patients
with COPD and/or CHF appears evident. There is a need
for further methodologically sound research to determine
the relationship between resilience and COPD and CHF
and to examine the effectiveness of interventions to
improve resilience in patients with these conditions.
Keywords: COPD; Chronic heart failure; Resilience; Self-
management
Introduction
Due to the increasing interest in resilience and its potential
effect on health behavior and chronic disease self-
management, this review sought to explore the evidence for
an association between low levels of resilience and
psychological morbidity and assess interventions designed to
increase resilience in people with COPD and/or CHF [1].
Long term conditions place a significant burden on the
affected individuals and have a direct impact on the health
care system and society as a whole. Chronic Obstructive
Pulmonary Disease (COPD) and Chronic Heart Failure (CHF)
represent two of the most common chronic long term
conditions and often co-exist. The World Health Organisation
estimates that there are 64 million people with COPD [2] and
26 million with CHF worldwide [3]. COPD is the 12th most
common cause of morbidity worldwide [4], CHF is the most
common cause of death in Europe accounting for 1.8 million
deaths a year [5]. In addition to physical impact of these long
term conditions, significant psychological co-morbidity is well
recognized [6-8].
The negative impact on the quality of life of patients living
with COPD or CHF is well documented [9,10] and co-morbid
depression and anxiety are common in this group of patients
[11-13]. As a result, the clinical management of COPD and CHF
has recently focused more on patient centered outcomes
including Health Related Quality of Life (HRQOL) [14].
Depression and anxiety in patients with COPD or HF
contributes to low HRQOL scores [14,15].
In the management of COPD and HF there is a move
towards personalized self-management planning with some
evidence that this contributes to improved wellness and
quality of life for people with long term condition [16]. A
component that may allow individuals to live more effectively
with their disease is resilience. Resilience for the purpose of
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this paper refers to an individual’s ability to “bounce back” and
adapt to or recover from an adverse event [17]. This has been
explored as a potential mediator in a range of adverse or
traumatic experiences including those experienced as a result
of living with and managing long term physical and mental
health conditions [18-24]. Resilience has been suggested as an
underpinning reason that determines a person’s ability to self-
manage their disease [25] and so may play a significant role in
shaping psychosocial support offered to patients with COPD
and CHF in the future.
Methodology
The objective of this review was to explore the evidence for
an association between resilience and psychological morbidity
and evaluate the effectiveness of interventions designed to
increase resilience in people who have COPD, CHF or both
reported in the literature.
Search strategy study selection criteria and
process
A review protocol was developed a priori with a detailed
strategy to facilitate a systematic search and review of
published literature associated with resilience promoting
interventions for COPD and CHF patients. This protocol reflects
the Preferred Reporting Items for Systematic Reviews and
Meta-analyses (PRISMA) guidance [26]. The search strategy
sought to identify relevant articles, and a search of peer-
reviewed literature was conducted for publications on the
following electronic databases: MEDLINE (Jan 1946-present),
EMBASE (Jan 1946-present), CINAHL, PsychArticles and
PsycINFO (1987 to present). The search parameters included
publication date from 1946 to present; humans; not infants,
children or young people; and published in the English
language.
The database searches focused on resilience and
interventions for COPD and CHF patient populations using
combinations of keywords and their abbreviations (Table 1).
The search was restricted to the keywords “resilience” and its
abbreviation “resilien*”. Other terms related to resilience such
a coping were not included in the search for the following
reasons: Recent concept mapping work [17,27] has shown
resilience to be a complex, multifactorial amalgam of internal
individual attributes including temperament, aptitude, self-
efficacy, determination, the availability or access to external
resources such as social support and consequences such as
effective coping behavior, that combine to comprise resilience
[17,27]. There is no evidence that these concepts or behaviors
associated with resilience and resilience concept mapping
[17,27] e.g. coping styles, self-efficacy, mastery and access to
positive social support, on their own are comparable to
resilience which is more complex and multifactorial. Therefore
extension of the search terms to include a wider number of
different resilience related components would dilute the
objective of the review, which was to examine resilience as a
whole concept, rather than its component parts, as has been
the case in other studies.
Table 1: Search keywords.
Resilience   and
Chronic  Obstructive
and Resilience
COPD” OR “chronic obstructive pulmonary
disease” OR “lung disease” OR “pulmonary
disease” OR emphysema*” OR “chronic
bronchitis” OR “ “pulmonary fibrosis” AND
“Resilien*” AND “interven*”
Heart Disease / Failure
and Resilience
“pulmonary hypertension” OR Pulmonary
Pressure” OR “heart failure” or “heart disease”
OR “valvula heart failure” AND “Resilien*” AND
“intervene*”
For this review, research designs of studies were restricted
to systematic reviews and meta-analyses, randomized control
trials (RCTs) and the patient population under study were
adults with either COPD or CHF. Exclusion criteria included
non-randomized studies such as cohort, case-control,
descriptive and qualitative studies.
Resilience interventions were not pre-defined and were
included if they met two inclusion criteria: It was stated that
resilience was the focus of the intervention and the resilience
intervention was administered as part of a study where there
was a reported comparison group.
The primary outcome of interest in relation to resilience
interventions was evidence of improvement in self-
management by the patient that resulted in decreased
emergency department visits and improved health reported
through valid disease specific measurements.
Study selection and data extraction
The predetermined protocol outlined the process for title
and abstract identification and agreed search criteria. The
parameters of interest to be studied included resilience
definition and measures used, study methods, participant
details and demographics, diagnostic criteria for COPD and
CHF, outcomes of study and in particular any correlation
between assessed levels of resilience and ability to self-
manage impact of LTC and the results.
After the initial search, duplicates would be removed (Figure
1). All extracted titles and abstracts would be independently
screened by the reviewers (LE and SMS) to identify studies that
met the eligibility criteria.
Disagreements on the studies to be included or excluded
would be resolved by discussion between the reviewers (LE
and SMS) and a third arbiter (DB) was available if agreement
could not be reached.
Full text articles would be obtained and independently
reviewed in detail by the two reviewers (LE and SMS) and
disagreements regarding inclusion of studies to be settled
through discussion with consensus being reached. All included
articles to be re-read with data collected and coded using a
data collection form.
Chronic Obstructive Pulmonary Diseases
Vol.1 No.3:14
2016
2 This article is available from: http://chronic-obstructive-pulmonary-disease.imedpub.com/
Figure 1: PRISMA flow diagram of the reviewing process
including protocol modification.
Quality assessment
The quality of the selected published studies would be
assessed for risk of bias using the Critical Appraisal Skills
Programme checklists for randomized controlled trials and
systematic reviews [28].
These tools enabled risk of bias assessment in random
sequence generation; allocation concealment; blinding of
participants and personnel, blinding of outcome and selective
reporting. For the assessment of methodological quality of
systematic reviews, the Assessing for Methodological Quality
of Systematic Reviews (AMSTAR) checklist was used [29].
Differences between protocol and review
Due to a lack of published systematic reviews and
randomized controlled trials the implementation of the a priori
protocol was not possible. Both reviewers (LE and SMS)
independently concluded that no articles had met the criteria
for inclusion in the second stage of this review.
As no eligible published literature was identified, our
primary objectives could not be achieved and a secondary
objective was determined. This objective focused on a
narrative thematic review of data reported within published
studies on the association between resilience and
psychological morbidity in people living with COPD/CHF.
To support the secondary objective, all full text retrieved
articles that utilized any study design and met the criteria of
being resilience focused in adults with COPD, CHF or both
were included (Table 2).
Table 2: Studies meeting review secondary objective and included in narrative thematic review.
First
author
and year
Location Study type, parameter
studied and objectives
Setting COPD  /
CHF
Interventions used in study Summary of Findings
Edward
2013
- Purposive literature
sampling to begin dialogue
on use of nursing
interventions to optimise
patients self-righting and
self-management
capabilities.
- Chronic
Conditions
inc COPD
Nursing interventions proposed
by study
Psycho-social assessment on
admission to inpatients
Tailored education to patient and
family carers
Referral to peer support groups
Patients self-righting and
self-management
capabilities are considered
integral to reducing
negative impact of long
term conditions and
resilience factors can be
assessed and accessed by
nurses.
Hagglund
2008
Sweden Cross-sectional study to
explore relationships
between fatigue and
physical, mental, social
and demographic factors in
older patients with CHF
Community  /
Primary care
CHF No interventions used Fatigue more closely
related to restrictions in
role functioning for
physical reasons than to
   reduced   physical
functioning per se or to
mental and social factors.
Liu
2015
Taiwan Cross-sectional study to
examine relationships
among depressive
symptoms, resilience and
physical and psychological
health and determine
whether resilience plays a
mediating or moderating
role in the relationship
between depression and
physical and psychological
health status
Community  /
Outpatients
CHF No interventions used There is an association
between physical and
psychological status and
depression in CHF patients
and resilience is a
mediator of psychological
distress. SO enhancing
resilience may facilitate
improving psychological
health status in depressed
patients with CHF
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Alomari
2011
California
USA
Descriptive cross sectional
design to evaluate the
influence of different
variables on the ability of
patients with heart failure
to self-care and self
manage.
Community  /
Outpatients
CHF No interventions used Resilience was a moderate
predictor of effective self-
care and self-
management. Age,
physical health status and
access to autonomous
health care professional
support were strong
predictors.
Results
Using the a priori protocol the electronic search of
databases, hand searching of journal article references and
secondary sources identified 1,134 studies for further
screening. After duplicate records were removed, 987
remained for further assessment. Abstracts were reviewed and
950 articles were excluded as they did not meet the inclusion
criteria. Thirty-seven full text publications (19 COPD and 18
CHF) were obtained and assessed using the pre-determined
criteria. After assessment none of the 37 studies met the
inclusion criteria for review. An overview of the manuscript
selection, review process and reasons for excluding studies
from this review is detailed in Figure 1. Yaffe et al. [30]
describe this outcome as an empty review which demonstrates
limited research has been undertaken on the topic.
In accordance with the modified protocol and our secondary
objective both COPD and CHF data from 4 of the retrieved full
text articles were included for synthesis and narrative thematic
analysis. Three themes emerged from these 4 papers:
interventions that may increase resilience and self-
management [31], resilience as a predictor of effective self-
care and self-management in patients living with long term
conditions including COPD [1] and the role resilience plays in
relation to the physical and psychological impact of living with
CHF [32,33]. Additionally one paper referenced cultural factors
as having an impact on how resilience may manifest and be
understood in communities with different sociocultural norms
and understanding [33].
Discussion
There are very few published studies on resilience and COPD
and CHF found through our literature review and none met our
original objectives inclusion criteria. The following is a
summary of the three emerging themes from the four studies
included in the secondary objective narrative thematic
analysis.
Interventions to support resilience
Based on a purposive sampling of previous literature
Edwards [31] proposes that resilience in patients living with
long term conditions including chronic respiratory diseases can
be assessed by nurses and other health care professionals and
then optimized by targeted interventions. This paper suggests
that identifying deficits like co-morbid illnesses and mental
health problems as part of a nursing assessment and
enhancing resilience using interventions such as motivational
interviewing and referral to peer support groups, benefit self-
righting and self-management behavior in patients with long
term conditions including those with cardiovascular and
respiratory disease and co-morbid mental health problems.
Resilience as a predictor of effective self-care
and self-management
A study by Alomari [1] of 395 CHF patients found that age,
physical health status and access to autonomous health care
professional support were strong predictors of effective self-
care whereas resilience was only a moderate predictor. Gender
and ethnicity were not found to be predictors at all. The
author recommends that these predictors are used to assess
and personalize self-care programs to support targeted
interventions that will maximize benefit for CHF patients.
The role of resilience in relation to the physical
and psychological impact of living with CHF
Hagglund et al. [32] in their study of the relationship
between fatigue in older patients with heart failure and
multiple variables, including resilience, found that patients
with CHF experience of fatigue had little to do with levels of
resilience. The predominant factor in this study was the
patient’s level of physical functioning while the other factors
including resilience, psychological comorbidity, social status
and demographics were not found to be significant. In contrast
a study of resilience and psychological health in CHF patients
from Taiwan [33] found an association between physical and
psychological status and depression in CHF patients and that
resilience, as measured by the Chinese version of the
Resilience Scale [34], mediated, or explained, the association.
Interestingly the same study found no mediating association
between depression and physical health status in patients. In
the same paper Lui et al. [33] reflect on the impact of culture
and religion on the manifestation of resilience in certain
groups and how these may shape and influence responses to
adversity.
The selected studies in our narrative thematic analysis
described above show mixed findings. Some show correlations
between resilience, reported psychological comorbidity and
effective self-management [1,33], whilst others report factors
other than resilience may have stronger correlations [32]. We
suggest these findings indicate future research is needed to
assess the impact of resilience, the inter-relationships
between psychological and physical health, human behavior
and the dynamics of self-management in patients with COPD
and/or CHF.
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The most simple and often used definition of resilience is
the ability to bounce back or recover from adversity or trauma
[35]. Defining resilience is a complex task with varying
foundations in numerous disciplines engaging many
perspectives including developmental psychology, biological
and genetic studies, demographic and cultural perspectives
and economic and social [35]. Some commonalities do exist
between the various definitions relating to resilience in the
literature as outlined by Windle [17] and Garcia-Dia et al. [27],
both describe in their concept mapping models the presence
or absence of essential components of resilience such as the
availability of internal or external assets or resources to
individuals. Components of resilience can be manifest as risk
or protective factors [17] and as Rutter [36] observed these
may be acquired throughout life or be present at a single point
in time. Garcia-Dia suggests these components may be
external, for example socioeconomic status and access to
financial resources, strength of family, social and community
support in times of adversity, or they may be internal and
unique to the individual such as personality traits, effective
self-help skills or neuroplasticity of the brain in response to life
events [27] that are thought to support resilience.
Determination, self-efficacy, mastery and positive coping
styles along with effective use of available assets and or
protective factors are also commonly cited as essential
attributes of resilience [17,27]. The relative importance,
contribution and interaction between these components are
extensively examined in resilience related research [35-38].
The expression and interpretation of resilience and its
mechanisms may also be linked with cultural practices, beliefs
and social norms which may need to be taken into
consideration in any future study [25,33,39,40].
A methodological review of 19 resilience measurement
scales concluded that all had conceptual or theoretical
problems and that further development and validation work
was required on all [41]. Of the 19 studied 4 achieved better
psychometric ratings than the others, these were the Connor-
Davidson Resilience Scale [42], the Resilience Scale for Adults
[43] and the Brief Resilience Scale [44].
This review of the available literature suggests some
associations between resilience and reduced levels of
psychological comorbidity in patients with COPD and/or CHF
[33]. Moreover there is emerging evidence that resilience is a
predictor of an increased ability to self-management [1] which
in turn can support improvements in some indicators of
physical and mental wellbeing of people with LTC’s if
supported through personalized care planning [16]. With
regard to the application of resilience based interventions,
health care professionals using a person centered approach
may be ideally placed to assess and provide interventions to
enhance resilience in those adults who have a chronic disease
and a reduced level of resilience [31] through strategies such
as motivational interviewing. Motivational interviewing has
been shown to enhance self-management abilities of people
with COPD [45].
A link between resilience levels and improvements in the
physical health of adults with COPD or CHF was not found as
part of this review as there are only a small number of
published studies on this topic. However, a study by Chan et al.
[25] of patients in Hong Kong living with coronary heart
disease (CHD) who had coronary angioplasty rather than CHF
or COPD, found adults with high personal resilience levels
responded better to rehabilitation with improved physical
health outcomes [25]. They [25] also found that high personal
resilience in this group was a predictor of post-traumatic
growth as defined by Heffron et al. [46] as a positive change
occurring as a result of trauma or adversity.
The mediating role explaining the association between
resilience and depression and psychological health status in
patients with CHF [33] also presented an interesting line of
enquiry into the impact of high or low resilience levels on
health outcomes of patients with COPD and / or CHF. This
mediating role is particularly important given the link between
psychological comorbidity and mortality and hospitalization
found in the wider body of literature on this topic [47-50].
Research into resilience interventions outside COPD and / or
CHF has shown some level of effectiveness. Macedo et al. [51]
and Leppin et al. [52] have completed systematic reviews to
determine the efficacy and effectiveness of resilience
promoting programmes for adults. These reviews involved
studies from a wide range of settings including the workplace
and health related studies of mothers of children recently
diagnosed with cancer, breast cancer survivors, irritable bowel
syndrome, diabetes, mild depression and people with post-
traumatic stress syndrome. The interventions included positive
psychology techniques, CBT, transformational coping,
acceptance and commitment therapy, mindfulness,
interpersonal therapy, attention and interpretation therapy,
relaxation and diaphragmatic breathing [51] and self-directed
and electronic interventions; individual coaching or training
sessions and group courses and sessions [52]. The reviews’
authors acknowledge a positive trend toward the benefits of
resilience and recommended further research as long as
definitions [52], interventions and methodological concerns
[51] are resolved.
Conclusion
This systematic review sought to examine the effectiveness
of interventions designed to increase resilience in people who
have COPD and /or CHF. With no eligible published studies
being identified a thematic narrative synthesis was completed.
The themes emerging from the literature were focused around
interventions that may increase resilience and self-
management, resilience as a predictor of effective self-care
and self-management in patients living with LTC’s including
COPD and the role resilience plays in relation to the physical
and psychological impact of living with CHF.
To date evidence for resilience-enhancing interventions on
symptoms and physical health status remains unclear. Given
the growing interest in resilience and the suggested benefit to
patients in terms of self-management and their overall health,
the absence of published literature indicates a need for
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research to determine the evidence for the relationship
between resilience, self-management and COPD and HF.
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